Date p # :

CONSENT FOR RELEASING MEDICAL INFORMATION

I hereby authorize your medical practice, its medical and nursing
personnel to give full particulars of this medical consultation (and the
subsequent follow-up consultations), including prior medical history, to
my employer / the company or its representatives, who sent me for
these medical consultations.

I understand that a copy of the medical reports about these medical
consultations will be past to my employer / the company or its
representatives, who sent me for these medical consultations.

A copy of this authorization shall be valid as the original.

Witness's Signature ( ) Patient’s Signature ( )
Witness’s Name ( ) Patient’s Name ( )
% 23
]
%&’Y#ﬁﬁszwwiﬂfgﬁ Ao#B— 73 AL IS 2 0080
R fex Do 2 0P & RN EA FORAS > BRSO RS I

/p\fa:;'_/é 3 ‘\';Ei 1‘\«1\» °

j\ A ﬂpq W 2 FE',E_,K"\;JEEI-)» ‘://\-:'rr‘éE %g T 7 /‘\7]"( j\ Li—‘&-z» ‘;'//\/\':'—\]ﬁﬁ'_
|/4 ﬁllﬂ% o

AAP G it BEEAET AP AR o



